Introduction
The term "International Medical Graduate" (IMG) refers to "a physician who has graduated from a medical school outside of the country in which he or she intends to practice." 1 In Canada, IMGs are physicians who received their medical training outside of Canada or the US, and who are pursuing or intend to pursue postgraduate residency training in Canada. A growing number of IMGs contribute to medical care around the world, and currently constitute 31% of the workforce in the UK, 25% in the US, 20% in Australia, and 23% in Canada. [2] [3] [4] [5] The IMG experience in each country has unique features, based on local historical context and the changing intake criteria that reflect the fluctuating needs and policies of the receiving countries over time. 6, 7 However, the IMG experience is often arduous, and the process of obtaining certification to practice is usually long and fraught with difficulties. [6] [7] [8] Recent efforts have been made to address the emerging issues in training and certification for IMGs. This position paper addresses issues in IMG training and continuing professional development, with a focus on two key questions:
1. What are the specific training needs of IMGs in making the cultural transition from their place of original training to working effectively in the Canadian context?
2. In what ways can the cultural, linguistic, and other background knowledge and skills of IMGs be further developed during their clinical training and used in their subsequent work to enhance the delivery of mental health care to Canada's diverse population?
This paper will focus particularly on the culture-related issues in training, including those related to technical knowledge and competence, which are the concern of accreditation bodies and regulatory agencies.
Diversity Among IMGs
In North America, the Liaison Committee on Medical Education (LCME), which accredits medical schools in the US, cooperates with the Committee on Accreditation of Canadian Medical Schools (CACMS), to accredit medical schools in Canada. 9 Any physician who graduates from a non-LCME accredited medical school is considered an IMG. Medical graduates seeking postgraduate training (irrespective of their country of origin) need to apply for residency through the Canadian Resident Matching Service (CaRMS). 10 CaRMS classifies IMGs into two streams: 1) Immigrant IMG-CaRMS; and 2) Canadian/US-born IMG-CaRMS. 10 In addition to CaRMS, points of entry into Canadian residency training include: 1) Visa IMG countrysponsored (visa IMG); and 2) immigrant IMGs entering Canada after completing a residency in their home country (immigrant IMGs). Visa IMGs have a point of entry into supernumerary residency training positions based on agreements between Canada and their home countries (commonly from the Middle East), and candidates are expected to return to their home countries upon their completion of training. Immigrant IMGs have completed postgraduate training in their home country and obtained equivalencies from provincial regulatory and national certifying bodies to practice psychiatry. 11, 12 This latter IMG contingent has historically included numerous physicians from former Commonwealth countries, 13 and these IMGs often have been tapped to meet the requirements of underserved areas in various regions of the country. [14] [15] [16] IMG psychiatrists have contributed greatly to Canadian psychiatry through key administrative, teaching, and research roles.
Although there is great heterogeneity within each broad IMG category, in terms of country of origin and expectations following training, there are many shared experiences. 17 Whereas Canadian-and US-born IMGs need to reintegrate into the Canadian educational and health care systems, immigrant IMGs may face additional cultural challenges related to their own acculturation. 8, [18] [19] [20] Visa IMGs need to understand Canadian cultural contexts during their residency training and may also need to consider cultural issues when adapting what they have learned to health care contexts in their home countries when they return.
The origins of IMGs in Canada have shifted over the past decades. Early on, IMGs were often from Europe, whereas, later, they included physicians from Commonwealth countries, 13 and Canadian or US-born citizens trained at Caribbean medical schools. 21, 22 More recently, IMGs entering the Canadian system reflect the overarching patterns of immigration and globalization. 7, 23 Distinctive Features of the IMG Experience
IMGs' experiences of postgraduate training differ from that of CMGs. 24, [26] [27] [28] [29] [30] US, British, and Australian reports also note differences in experiences between IMGs and home-trained medical graduates. 31, 32 Compared to CMGs, IMGs tend to experience greater uncertainty in obtaining training positions, follow a longer route to entering into postgraduate training, experience more social isolation and alienation, and may encounter prejudice from Canadian institutions and colleagues. 26, 29 IMGs may also experience difficulties related to language, differences in medical education, length of time since graduation or last clinical experience, life stage and financial obligations, stress associated with being a migrant, cultural differences in communication styles, authority, gender roles, and the status of physicians. 26 IMGs able to overcome these challenges may experience less fatigue, greater self-esteem, and more personal growth. 33 A qualitative study found that foreign-trained IMGs going through recertification in Canada pass through 3 phases of adjustment: 1) Loss, including loss of professional identity, status, and professional devaluation; 2) disorientation, with confusion in understanding the expected roles and responsibilities; and 3) adaptation. 18 An analysis of interviews of Canadian-born IMGs showed that the themes of loss, disorientation, and adaptation, while present, were less intense than among foreign-born IMGs.
Faced with issues of acculturation and discrimination in society, foreign-born IMGs may continue to feel like outsiders, particularly when they do not share the ethnicity of dominant social groups in their new home. 34 Although rates of discrimination related to being an IMG have approximated 30% in some studies, 35 data are limited. Studies from other areas of medical training suggests that discrimination towards IMGs may influence selection of trainees for residency 36 and can lead to a sense of isolation from peers. 37 
Residency Selection Process for IMGs
IMGs are significant contributors as health care providers in North America, often tasked with treating underprivileged and marginalized populations. 25 Although many IMGs choose psychiatry as their specialty, 38, 39 there is evidence that IMGs face barriers in the selection process and, at times, must overcome major hurdles to gain a position in North American psychiatry residency programs. These barriers persist despite the shortage of psychiatrists in parts of the country, and the fact that some programs struggle to fill their residency positions. 40 The literature documents 3 main problems in the residency selection process for IMGs that warrant further investigation: 1) Evidence of bias and discrimination toward IMGs in the residency selection process; 2) limitations of the IMG selection assessment; and 3) lack of agreement on guidelines used in choosing IMGs. 38 
Bias and Discrimination
Several studies have examined potential bias or discrimination in the IMG selection process. 41 An experimental study of US residency training programs in psychiatry found a higher response rate and more positive responses to requests for information from US medical graduates (USMGs) compared with IMGs. 40 Studies of residency programs in family practice 42 and surgery 36 have found similar potential discrimination in the IMG selection process. These studies point to the need to investigate whether systemic discrimination exists at the institutional level in Canadian residency programs.
Limitations of Existing Assessment Tools
Written examinations have limited reliability to assess clinical skills relevant to psychiatric training 38 and uncertain reliability when applied to candidates from very different cultures or contexts. One study using the multiple mini-interview (MMI)-a reliable and validated interview method to assess applicants for medical schools-in a sample of IMG residency candidates applying to family medicine residency in Alberta, suggests that skills that are difficult to quantify, such as professionalism, can be assessed in a standardized way; however, the impact on potential bias in the assessment process remains unknown. 43 Since 2015, the National Assessment Collaboration (NAC) Objective Structured Clinical Examination (OSCE) has been a mandatory requirement for all IMGs applying to residency programs in all provinces, except Saskatchewan. According to the CaRMS website, the NAC OSCE (consisting of clinical stations presenting typical clinical scenarios) assesses the readiness of IMGs for entrance into postgraduate residency programs in Canada. This national, standardized examination tests knowledge, skills, and attitudes essential for postgraduate training in Canada. 44 The use of a standardized IMG assessment tool across Canada could increase validity, transparency, and fairness in the assessment process. However, existing measures do not assess the IMG's capacity to adapt to the stress of migration, acculturation, training, and practice. 25 These measures also do not capture the unique skills and clinical experiences IMGs may bring that can enhance Canadian psychiatry.
Need for Selection Guidelines
The literature suggests the need for national guidelines on the evaluation of IMGs beyond traditional written and clinical exams. Regulatory bodies have a role in ensuring that fair methods of assessment are employed and that discriminatory practices are identified and eliminated. Desbians and Vidaillet 41 call for medical organizations to take a stand similar to that of the American Psychiatric Association, which published a statement opposing discrimination against IMGs. 41 Providing postgraduate directors with clear guidelines and standardized methods for selecting IMG applicants may help prevent potential discrimination.
Postgraduate Training and Continuing Professional Development for IMGs
A survey of IMGs starting residency training in internal medicine and family medicine programs found that the most challenging areas for incoming IMGs were knowledge of the Canadian health care system, pharmaceuticals and hospital formularies, and the hospital system. 27 The only psychiatry-specific Canadian study examining IMG training needs found that IMGs had the most difficulty with their knowledge of the Canadian mental health care system, of evidence-based mental health, and of medical documentation. 30 Further, IMGs who did not speak English as a first language experienced significant difficulties coping with language barriers and social isolation during their transition into psychiatry residency programs. 30 Challenges regarding knowledge of the health care system and adjusting to psychotherapy training were greater for individuals who spent less than 1 year in their city of residency training. 30 For more senior trainees, challenges included difficulties understanding the local hospital system, medical documentation, and balancing personal and professional life. 35 These findings highlight the dual learning challenges faced by IMGs who must simultaneously master their roles as psychiatry residents and adapt to migration. 37 Program directors and IMG supervisors have identified additional concerns about the communication skills of IMGs, specifically in the use of colloquial language, understanding linguistic idioms or slang, and communicating within interprofessional teams. 27, 35, 45 Some IMG supervisors expressed concerns with IMGs' clinical skills, 27, 35 which may reflect the variability in training of IMGs before entering residency training programs.
A Framework for Cultural Curriculum for IMGs in Psychiatry
To facilitate the training of IMGs, we propose a framework for a competency-based IMG curriculum (Table 1) . Clinical and personal transitional educational needs are both important and support each other. Clinical competencies can be divided into 3 parts: 1) Dyadic level competency, focusing on direct clinical interactions between IMGs and the diverse patient population in Canada; 2) system level competency, highlighting the interactions between IMGs and the Canadian health care system; and 3) integrated roles, looking at IMGs' capacity to perform the unique CanMEDS (framework delineating physician competency in various roles including medical expert, communicator, collaborator, leader/manager, health advocate, and scholar) roles, which may differ from typical psychiatrists' roles in the IMG's original training context. Personal transitional competencies include: "Acculturation and adaptation," which explicitly focuses on the need for IMGs to adapt culturally as immigrants; "learning styles and strategies," which specifies adaptations and strategies needed for effective learning during residency and beyond; and "examsmanship," which identifies competencies that facilitate the success of IMGs in residency programs, addressing potential cultural biases in evaluation and examination procedures. By framing these training needs in terms of explicit competencies, trainees and faculty can work together to ensure that the requisite knowledge, attitudes, and skills are developed through teaching, supervision, and evaluation.
Cultural Learning Objectives for IMGs
The outline for cultural formulation (OCF), first introduced in DSM IV, 46 and revised for DSM-5, 47 provides a systemic approach to exploring cultural differences relevant to clinical care. 48, 49 We have adapted the 4 core areas of the OCF to identify cultural learning objectives for IMGs ( compounded by the demands of professional training. IMGs also may draw upon specific strengths based on their cultural background, communities, and resources; and they may be in a unique position to advocate for systemic change based on their lived experience of migration.
4. Cultural features of the relationship between IMG and patients: The clinician-patient relationship may be shaped by patient perceptions, and the ways that they understand patients in relevant social contexts. 50 Accurate clinical assessment and treatment (particularly psychotherapy) depend on the quality of this relationship, informed by a shared fund of common experience and an empathic capacity to imagine another's situation and emotions. In addition to mastering verbal and nonverbal communication, IMGs need to become skilled in detecting and resolving problems in transference and countertransference, which may be influenced by cultural stereotypes, implicit norms and values (e.g., paternalistic v. autonomybased approaches), and on biases, discrimination, historical-political factors, and power differences (e.g., based on gender, ethnicity, race, or social class). 51 
Postgraduate Training Considerations
Various strategies can be used to ensure integration of the IMG curriculum into the actual training experience of the IMGs ( Table 3 ).
Given that IMGs are a select group of highly motivated learners who have overcome systemic barriers, it is important to engage their capacity for self-learning, including providing resources for clinical and personal transitional learning tasks. The Canadian Psychiatric Association launched its national IMG orientation resource in 2011, which serves as a resource for IMGs entering Canadian psychiatry residency programs. 10 This can be elaborated using the framework and outline presented in Tables 1 and 2 . Expanding online resources to provide interactive courses may be an efficient way to disseminate standardized national modules to address IMG learning needs as well as to support more in-depth cultural learning and attitudinal change, which require reflective exercises and experiential activities. 52 Most core learning needs to occur in the clinical setting. Observership programs before residency may assist with IMG transition. 53 Similarly, community-based clinical work outside of regular academic placements may be especially helpful for IMGs to understand the diverse communities in Canada.
Although individual supervision can address many of the learning objectives and serve a supportive function for IMGs, it is helpful to provide other opportunities for one-on-one learning and support not associated with formal evaluation, such as through pairing with another IMG peer or mentor who has faced similar challenges. Where this is not feasible, pairing with a non-IMG peer or mentor may also be beneficial if they are culturally competent, can draw on their own cultural experiences of being different, and are sensitized to IMG issues. Personal psychotherapy, often recommended as part of psychotherapy training, may also serve as a useful support and resource for IMGs struggling with the acculturation process. 54 Some of the IMG cultural learning objectives can also be addressed through trainee groups, which promote reflection through dialogue, enhance collaborative skills, and provide a sense of belonging and support. Psychiatry IMGs and faculty have supported the development of IMG orientation and transition to residency programs to address training gaps. 30, 35, 55 This can be delivered through front-ended orientation sessions and manuals, either for IMGs as a group or integrated into general orientation for all trainees. Supplementing group discussions with films, literature, and the arts can facilitate reflection on cultural issues, norms, and values. 56, 57 Informal group learning activities, such as through retreats or team-building exercises, can help address the problems of isolation. Involvement of non-IMG residents in IMG-related activities is important not only to increase support for IMGs and improve their immediate learning environment, but also to provide an opportunity for all trainees to develop greater empathic understanding, collegiality, and cultural competence.
Faculty Development
To ensure successful implementation of the IMG curriculum, faculty development regarding IMG-specific supervision is needed. The Association for Faculties of Medicine in Canada has developed an online faculty development program toolkit to increase teachers' skill sets in educating IMGs. 58 Among other issues, interpretation of feedback by IMG trainees may vary based on cultural differences. 59 An adapted version of the "teaching, learning, and collaborating" model for feedback has been suggested as a way to provide effective feedback to IMGs. 60 Faculty development in cultural competence is especially important to deliver such a cultural curriculum with appropriate feedback, supervision, and support. 61 Several frameworks have been described that may assist faculty in understanding and supporting IMG training needs. 35 Faculty should be familiar with frameworks on acculturation to appreciate the range of challenges and adaptive strategies of IMGs entering residency programs. Support individual reflection, independent learning, and cultural adaptation by providing methods, resources, and guidance.
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Clinical Training
Observership, Clinical supervision, Community field-work.
Provide opportunities for integrated and contextually relevant clinical and cultural training through modeling, practice, and feedback.
One-on-One Learning and Support (with IMG or non-IMG)
Pairing with peer(s), Pairing with mentor(s), Individual counseling/psychotherapy.
Create a cultural safe space for learning and support longitudinally.
Group Learning and Support (with other IMGs and/or non-IMGs)
Formal educational programs (e.g., orientation day, seminars, film/media discussion groups, etc.), Non-formal learning events (e.g., retreats, team-building exercises, among others), Group support (e.g., peer support groups, group psychotherapy, among others).
Promote learning and support through collective interactions and experiences, which also increase openness to diversity; enhance collaborative skills; and strengthen social networks and supports.
Realizing the Potential of IMGs to Contribute to Culturally Safe and Responsive Mental Health Care Systems
IMGs present a potential resource for enhancing the Canadian health care system because of the range and depth of their cultural, linguistic, and international experience. Some IMGs have had experience providing medical services in large-scale conflicts, endured multiple migrations, or have had other experiences that may enhance their ability to understand and work with certain vulnerable populations. Addressing IMG cultural competence is important, as they may be called upon to work in underserved areas to fulfill return of service requirements as mandated in most provinces.
Enabling IMGs to make effective use of their unique cultures, additional knowledge, and skills to improve the accessibility and quality of mental health care requires specific training and structural changes in the health care system. This will ensure that IMGs are not exploited based on ethnocultural stereotypes, that they are trained in models and strategies for integrating their cultural knowledge into care, and that the health care system provides the essential resources needed to deliver culturally competent care in an equitable way.
Limitations of Ethnic Matching
Ethnolinguistic matching may facilitate the clinical encounter by improving communication, mutual understanding, and cultural safety, as well as address the underrepresentation of marginalized groups in the health care work force. However, ethnolinguistic matching often is imprecise, and inaccurate assumptions by patient or practitioner about shared identity and understanding can potentially lead to clinical misunderstandings and misalliance. 63 Although ethnocultural minority clinicians (who may have been born, raised, and trained in Canada) may recognize the opportunity to provide specialized care for patients with similar backgrounds, many clinicians are concerned about being ethno-racially restricted in ways that devalue their broader competence and technical expertise. 64 Similar concerns may equally apply to IMG trainees.
Training to Facilitate Effective Use of Cultural Knowledge
Capitalizing on IMG diversity in mental health services requires turning implicit cultural knowledge and skills into conscious assets and expertise. The effective use of cultural knowledge also requires addressing the complexities of relationships between IMGs and their non-IMG colleagues, patients, and communities. Developing cultural competence requires openness to diversity and a willingness to address one's own identity and experiences regarding issues of marginalization and discrimination. 52, 65 Frameworks from cultural psychiatry can help IMGs negotiate training successfully and learn how to make effective use of their own breadth of cultural and linguistic knowledge to meet the needs of patients as well as help colleagues and institutions respond to the needs of Canada's increasingly diverse population. The guidelines for training in cultural psychiatry developed by the CPA are relevant to the training of IMGs.
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Institutional and Health Care System Change Institutional settings can be made more welcoming and safe by allocating resources to ensure sufficient time and space to adequately explore and address cultural and linguistic differences. 66 "Safe spaces" are needed where
IMGs, their colleagues, and faculty can reflect together on the relevance of cultural differences to mental health problems. This will require attention to institutional racism and discrimination that may exist in subtle forms. [67] [68] [69] At the level of health systems, capitalizing on IMGs' cultural expertise may also require facilitating pathways that allow patients to find appropriate care, and creating opportunities for IMGs to consult with and train their colleagues to respond more appropriately. At both the institutional and health care system levels, addressing the legacy of colonization in Canada's relationship to indigenous peoples and the transgenerational effects of other historical events that have affected specific groups may raise awareness of such issues and facilitate discussion about similar forms of discrimination experienced by minority IMGs.
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Conclusion: Implications for Training and Continuing Professional Development
IMGs face multiple obstacles in pursuing psychiatric training, including bias in the residency selection process; challenges in their own migration and acculturation; and the need to learn about new health systems, modes of practice, and social contexts relevant to psychiatric assessment and treatment. Ethnocultural minority IMGs may face stereotyping and discrimination both within training programs and in practice settings. Regional and national regulatory bodies need to ensure that programs do not engage in discriminatory practices in the IMG selection and training processes, and work together to address potential sources of bias. Trainees and practitioners need collegial support and strategies for dealing with this kind of prejudice. Discrimination reflects larger societal problems of institutionalized racism and intolerance. In addition to the focus on addressing inequity and promoting care of diverse patients, there needs to be a similar focus on the diversity of IMGs to facilitate cultural safety and competence in their training environment and in the health care system. , il a été montré que les DIM se butent à des obstacles dans le processus de sélection, et que parfois, ils doivent surmonter des contraintes majeures pour obtenir une place dans les programmes nord-américains de résidence en psychiatrie. Ces obstacles persistent malgré la pénurie de psychiatres dans certaines régions du pays, et le fait que certains programmes aient du mal à combler leurs postes de résidence 40 .
La littérature documente 3 principaux problèmes dans le processus de sélection de résidence pour les DIM, qui méritent d'être davantage étudiés : 1) les enjeux de partialité et de discrimination à l'endroit des DIM dans le processus de sélection de résidence; 2) les limitations dans l'évaluation de la sélection de DIM; et 3) l'absence d'un accord sur les lignes directrices utilisées pour choisir les DIM 38 .
Partialite´et discrimination
Plusieurs études ont examiné le potentiel de partialité ou de discrimination dans le processus de sélection des DIM 41 . Une étude expérimentale des programmes américains de formation de résidence en psychiatrie a constaté un taux de réponse plus élevé et des réponses plus positives aux demandes d'information des diplômés américains en médecine (DAM) comparativement aux DIM 40 . Des études visant des programmes de résidence en médecine familiale 42 et en chirurgie 36 ont observé un potentiel semblable de discrimination dans le processus de sélection des DIM. Ces études soulignent le besoin de rechercher s'il existe une discrimination systémique au niveau institutionnel dans les programmes de résidence canadiens.
Limites des instruments d'e´valuation existants
Les examens écrits ont une fiabilité limitée pour évaluer les compétences cliniques qui relèvent de la formation psychiatrique 38 et une fiabilité incertaine quand il s'agit de candidats de cultures ou de contextes différents. Une étude utilisant les multiples mini-interviews (MMI)-une méthode d'entrevue fiable et validée pour évaluer les candidats aux facultés de médecine-dans un échantillon de DIM candidats à la résidence en médecine familiale en Alberta suggère que les compétences qui sont difficiles à quantifier, comme le professionnalisme, peuvent être évaluées de façon normalisée; toutefois, l'effet sur le biais potentiel du processus d'évaluation demeure inconnu 43 .
Depuis 2015, l'Examen clinique objectif structuré (ECOS) de la Collaboration nationale en matière d'évaluation (CNE) est une exigence obligatoire pour tous les DIM candidats à des programmes de résidence dans toutes les provinces, excepté la Saskatchewan. Selon le site Web du Service canadien de jumelage des résidents (CaRMS), l'ECOS de la CNE (qui consiste en des stations cliniques présentant des scénarios cliniques typiques) évalue la préparation des DIM à entrer dans des programmes de résidence postdoctorale au Canada. Cet examen national normalisé vérifie les connaissances, les compétences, et les attitudes essentielles à la formation postdoctorale au Canada 44 .
Le recours à un instrument d'évaluation des DIM normalisé dans tout le pays pourrait accroître la validité, la transparence, et l'équité du processus d'évaluation. Cependant, les mesures existantes n'évaluent pas la capacité des DIM à s'adapter au stress de la migration, de l'acculturation, de la formation et de la pratique 25 . Ces mesures ne captent pas non plus les compétences et les expériences cliniques uniques que peuvent apporter les DIM et susceptibles d'améliorer la psychiatrie canadienne.
Besoin de lignes directrices pour la se´lection
La littérature suggère le besoin de lignes directrices nationales pour l'évaluation des DIM en plus des examens écrits et cliniques traditionnels. Les organismes de réglementation ont un rôle à jouer pour faire en sorte que des méthodes d'évaluation justes soient employées, et que les pratiques discriminatoires soient identifiées et éliminées. Desbians et Vidaillet 41 demandent aux organisations médicales de prendre position comme l'a fait l'American Psychiatric Association, qui a publié un énoncé contre la discrimination à l'égard des DIM 41 .
Offrir aux directeurs de formation postdoctorale des lignes directrices claires et des méthodes normalisées pour sélectionner les candidats DIM peut contribuer à prévenir la discrimination éventuelle.
Formation postdoctorale et perfectionnement professionnel continu pour les DIM
Un sondage mené auprès de DIM commençant une formation de résidence en médecine interne et en médecine familiale a constaté que les domaines les plus difficiles pour les DIM arrivants étaient la connaissance du système de santé canadien, les formulaires pharmaceutiques et hospitaliers, et le système hospitalier 27 . La seule étude canadienne axée sur la psychiatrie et examinant les besoins de formation des DIM a observé que ceux-ci avaient le plus de difficultés autour des connaissance du système de santé mentale canadien, de la santé mentale fondée sur les données probantes, et de la documentation médicale 30 . En outre, les DIM dont l'anglais n'était pas la langue première éprouvaient des difficultés significatives avec les obstacles linguistiques et l'isolement social durant la transition aux programmes de résidence en psychiatrie 30 .
Les défis à l'égard de la connaissance du système de santé et de la capacité à s'ajuster au programme de formation en psychothérapie étaient plus grands pour les personnes ayant séjourné moins d'un an dans la ville où ils poursuivaient leur résidence 30 . Pour les stagiaires plus âgés, les difficultés étaient entre autres de comprendre le système hospitalier local et la documentation médicale et de concilier vie professionnelle et vie privée 35 .
Ces résultats mettent en évidence le double défi d'apprentissage qui incombe aux DIM qui doivent simultanément maîtriser leur rôle de résident en psychiatrie et s'adapter à la migration 37 .
Les directeurs de programme et les superviseurs des DIM ont cerné des préoccupations additionnelles au sujet des aptitudes à la communication des DIM, précisément dans l'utilisation du langage familier, la compréhension des idiomes linguistiques ou du jargon, et la communication au sein d'équipes interprofessionnelles 27, 35, 45 . Des superviseurs de DIM ont exprimé des préoccupations à l'égard des compétences cliniques des DIM 27, 35 , qui peuvent refléter la variabilité de la formation des DIM avant leur entrée dans des programmes de formation de résidence.
Un cadre pour un programme d'études culturelles pour les DIM en psychiatrie Pour faciliter la formation des DIM, nous proposons un cadre pour un programme d'études des DIM basé sur les compétences (Tableau 1). Les besoins transitionnels d'éducation tant cliniques que personnels sont importants et s'appuient les uns sur les autres. Les compétences cliniques peuvent se diviser en 3 parties : 1) les compétences de niveau dyadique, qui portent sur les interactions cliniques directes entre les DIM et la population de patients diversifiée du Canada; 2) les compétences au niveau du système, relatives aux interactions entre les DIM et le système de santé canadien; et 3) les rôles intégrés, soit l'évaluation de la capacité des DIM d'assumer les rôles uniques de CanMEDS (cadre qui décrit les compétences des Nommer les obstacles potentiels qui contribuent à des ré sultats d'é valuations impré cis. É numé rer les straté gies, les ressources et les aides qui peuvent reflé ter de façon approprié e le rendement dans les é valuations. Plaider pour un changement systé mique des examens qui sont iné quitables.
CanMEDS (cadre dé finissant la compé tence des mé decins dans divers rô les dont l'expert mé dical, le communicateur, le collaborateur, le leader/gestionnaire, le promoteur de la santé , et l'é rudit); DIM, diplômé international en mé decine.
médecins dans divers rôles dont l'expert médical, le communicateur, le collaborateur, le leader/gestionnaire, le promoteur de la santé, et l'érudit), qui peuvent différer des rôles typiques des psychiatres dans le contexte de la formation originale des DIM. 
Formation professorale
Pour assurer la mise en oeuvre réussie du programme d'études des DIM, une formation professorale en ce qui concerne la supervision propre aux DIM est nécessaire. L'Association des facultés de médecine du Canada a mis au point une trousse en ligne d'un programme de formation professorale pour accroître l'ensemble des compétences des enseignants qui éduquent les DIM 58 .
Entre autres, l'interprétation par les DIM stagiaires des commentaires reçus peut varier selon les différences culturelles 59 . Une version adaptée du modèle « L'enseignement, l'apprentissage et la collaboration » pour la rétroaction a été suggérée pour procurer une rétroaction efficace aux DIM 60 Formation pour faciliter l'usage efficace des connaissances culturelles
Capitaliser sur la diversité des DIM dans les services de santé mentale demande de traduire les compétences et connaissances culturelles implicites en actifs conscients et en expertise. L'usage efficace des connaissances culturelles exige aussi d'aborder les complexités des relations entre les DIM et leurs collègues, patients et communautés non-DIM. Développer des compétences culturelles demande une ouverture à la diversité et la volonté de se pencher sur sa propre identité et ses expériences de marginalisation et de discrimination 52, 65 .
Les cadres de la psychiatrie culturelle peuvent aider les DIM à négocier leur formation avec succès et à apprendre à faire un usage efficace de leur propre bagage culturel et linguistique pour répondre aux besoins des patients, et aider collègues et institutions à répondre aux besoins de la population canadienne de plus en plus diversifiée. Les lignes directrices sur la formation en psychiatrie culturelle élaborées par l'APC sont pertinentes pour la formation des DIM 61 .
Changement institutionnel et du syste`me de santeĹ es milieux institutionnels peuvent être plus accueillants et plus sûrs en allouant des ressources permettant qu'il y ait suffisamment de temps et d'espace pour explorer adéquatement et aborder les différences culturelles et linguistiques 66 . Des « lieux sûrs » sont nécessaires où les DIM, leurs collègues et les enseignants peuvent réfléchir à la place des différences culturelles dans les problèmes de santé mentale. Il faudra porter attention au racisme et à la discrimination institutionnels qui peuvent exister subtilement [67] [68] [69] .
Au niveau des systèmes de santé, capitaliser sur l'expertise culturelle des DIM peut aussi signifier de faciliter les voies d'accès qui permettent aux patients de trouver les soins appropriés, et de créer des possibilités pour les DIM de consulter et de former leurs collègues afin de répondre de façon plus appropriée. Tant au niveau des institutions que du système de santé, aborder l'héritage de la colonisation sur les relations du Canada avec les peuples autochtones et les effets transgénérationnels d'autres événements historiques qui ont affecté des groupes spécifiques peut sensibiliser à ces questions et faciliter la discussion sur des formes semblables de discrimination vécues par les DIM de minorités [70] [71] [72] [73] [74] . 
Conclusion
